Background. Risk factors for chronic illness contribute significantly to the disease burden in South Africa. The National Department of Health (NDoH) commissioned the development of a toolkit of health promotion guidelines for use by healthcare professionals working in the primary care setting to address this burden. Objectives. To (i) demonstrate the contextualisation approach to evidence-based health promotion recommendations; and (ii) present the development process of a contextually sensitive and illustrated fit-for-purpose product. Methods. A contextualised approach was used whereby evidence from rigorous guidelines produced elsewhere was tailored to local conditions. The scope of the toolkit included five risk factors and 22 conditions identified by the NDoH and was underpinned by the Theory of Planned Behaviour. Potential health promotion messages relevant to risks, conditions or both were formulated as population, intervention, comparison and outcome (PICO) questions. The team searched for and selected evidence for each PICO question in a stepwise hierarchical manner and categorised sources as: (i) World Health Organization (WHO) guidelines; (ii) Cochrane systematic reviews; and (iii) non-Cochrane systematic reviews. Those messages supported by source-based evidence were included in the toolkit with culturally appropriate illustrations. Regular engagement with stakeholders included an initial health department stakeholder consultation, a focus group with national programme managers on the appearance and content of a draft toolkit, and a presentation of the final draft at a forum of provincial managers. Final approval of the toolkit rested with programme representatives. Results. A total of 152 PICO questions were formulated. Supporting evidence was identified from 42 current WHO guidelines and 45 Cochrane systematic reviews to answer 147 PICO questions with several guidelines relevant to more than one risk or condition. Evidence for a further five PICO questions was obtained from non-Cochrane systematic reviews. Six additional service delivery messages and four 'no harm' messages were included to align the toolkit with current national guidelines. The illustrated toolkit was well received by stakeholders nationally and provincially, with programme managers expressing a high degree of willingness to adopt a preventive approach in the primary care clinic setting. Conclusions. Use of a tailored contextualised approach to health promotion guidelines resulted in a culturally appropriate tool based on evidence gathered from rigorous sources and probably reduced development time and costs. Adherence to a robust framework to identify evidence ensured that the toolkit conforms to international guideline development standards.
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South Africa (SA) faces a quadruple burden of disease comprising communicable, non-communicable, perinatal and maternal, and injury-related disorders. [1] In 2010, the highest proportion of disability-adjusted life-years lost in SA was attributable to preventive factors including alcohol use, high body mass index, high blood pressure, dietary risks and smoking (when unsafe sex is excluded as a separate risk factor). [2] SA has adopted the principles of universal health coverage, and the introduction of national health insurance in the country is anticipated. [3] Within this policy arena, there is a shift from a curative, facility-centred service delivery model of healthcare to preventive health promotion through patient empowerment. [4] Several condition-based national guidelines incorporate health promotion messages, but no national guidelines for health promotion in primary care exist. In 2015, to address this gap, the National Department of Health (NDoH) commissioned the development of a toolkit of health promotion guidelines specifically for use in primary care. Guideline development methodology has gained increasing prominence in the knowledge translation field over the past decade. Guidelines are ideally created through a process of expert public consultation following evidence collation and interpretation in the context of other factors including priority, affordability, feasibility and acceptability. [5] While such processes may lead to rigorous and fit-for-purpose guidelines, the process is often lengthy and RESEARCH expensive. Several alternative approaches to guideline formulation have been defined, including: (i) adoption of guidelines already in existence with limited changes to the key messages prior to implementation; (ii) contextualisation, where guidelines produced elsewhere can be adopted but additional information is required to fit local conditions; and (iii) adaptation, where guidelines produced elsewhere are amended to include local research evidence and expert group consensus. [6] [7] [8] Alternative approaches are likely to provide more efficient use of resources and have particular applicability in resource-constrained settings. A further approach which combines adoption, adaptation and de novo guidelines development has recently been described and labelled adolopement. [9] 
Objectives
In this article we demonstrate how we tailored the methodology of a guidelines contextualisation approach to ensure that the health promotion recommendations contained in the primary care Health for All toolkit were evidence based, of high quality and up to date, and relevant to SA. We further present the parallel process undertaken to develop a contextually sensitive and illustrated fit-forpurpose product for primary care providers and their clients.
Methods

Scope
Inclusion criteria
Before development commenced, the NDoH specified that the toolkit conform to the following: (i) be a clinical tool for use by health professionals at primary care facilities; (ii) be used in oneon-one consultation with presenting clients; (iii) focus on five key risks of chronic illness, namely diet and nutrition, lack of physical activity, tobacco use, harmful alcohol and drug use, and unsafe sexual behaviours; and (iv) align with specific current programme policies and existing national clinical guidelines.
At the time of development of the toolkit, a guideline for the management of clinical conditions, Primary Care 101 (PC101), was already well established in SA primary care facilities. [10] The intention of the toolkit was to supplement the clinical guidelines by identifying and mitigating risk in both healthy clients and those with existing conditions. The toolkit would equip healthcare workers with tools to guide clients to live well and prevent further complications within their own locus of control.
During the development process, the NDoH expanded the scope beyond a risk-based approach to include a conditions-based health promotion approach to 22 common communicable and chronic noncommunicable diseases, mental health, sexual reproductive health, cancer and oral health (Table 1) .
Exclusion criteria
Activities that form part of regular provision of healthcare services, either by the healthcare professional directly or by the broader health system, were excluded from the development process. For example, a recommendation that a patient with tuberculosis should seek HIV counselling and testing was considered an action that the treating healthcare professional should encourage and arrange for referral, rather than an action that the patient would be encouraged to pursue on their own. Upstream determinants of health were also not considered, e.g. regulations to restrict salt in foodstuffs or environmental risks. 
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Establishing underlying principles
An initial literature review was conducted to identify appropriate and effective health promotion strategies and principles to underpin the toolkit. These were shared and agreed with the NDoH prior to commencement of the project and included: (i) recognition of the importance of self-management; (ii) visual representation of risk; (iii) cultural appropriateness; and (iv) the promotion of health literacy. As there are several theories of behavioural change, we identified the Theory of Planned Behaviour to inform and guide development of the toolkit. [11] According to the model, behavioural intention is primarily influenced by a person's attitude and subjective norms, but recognises that perceived behavioural control also modifies intention. Based on systematic review evidence, motivational interviewing techniques incorporating those used in brief interventions were selected as the communication method to deliver the toolkit recommendations. [12] The principles of evidence-based healthcare to promote rigorous research methods to identify and appraise all available evidence formed the theoretical foundation for the inclusion of recommendations. [13] Specifically, we recognised that guidelines based on well-conducted systematic reviews should form the basis of all included recommendations.
Appearance of the toolkit
The NDoH requested that the appearance of the toolkit reflect other guidelines already in use in primary care. Additionally, the toolkit would stand on the desk with a page of detailed informative text facing the provider and a page of illustrated messages facing the patient for each risk and condition. Premised on individuals' limited capacity to recall information and comply with only a limited number of resolutions, [14] five actionable ('to do') messages would be linked to each risk and condition. Healthcare providers would be encouraged to present a maximum of two 'to do' messages to a patient for their consideration. Illustrations would be used to depict all the included health promotion messages and would be culturally sensitive to improve comprehension and recall of messages. [15] The development team contracted a graphic designer familiar with the healthcare setting to conceptualise and produce the appearance and illustrations within a typical SA local community thematic.
Evidence application Question formulation
At the outset, the development team generated a list of health promotion messages sourced from current national primary care guidelines, the Essential Drugs List and condition-specific guidelines developed by local clinical associations (list available from authors). In addition, health promotion messages in the SA managed healthcare sector were sourced and a search for countrylevel health promotion guidelines was conducted. Those considered relevant to the SA context were included, and were primarily Canadian and Australian health promotion guidelines with a focus on indigenous populations. [16] [17] [18] The team supplemented the above with messages drawn from their extensive clinical experience (including primary healthcare, certain medical specialties, nursing, dietetics and public health), and engagement with peer networks to develop a matrix of health promotion messages linked to each of the identified risks and conditions ( Fig. 1) . Together the members of the development team then systematically evaluated each of the messages for the following: (i) did the message include an 'actionable' intervention; and (ii) was it theoretically possible for the client to adopt the intervention activity into their lives.
If the above criteria were met, the message was reformulated as a research question using the PICO format (P = population, I = intervention, C = comparison, O = outcome). For many messages, it was necessary first to articulate whether the intervention itself was effective and then secondly to identify whether promoting the intervention was effective. For example, a message to promote exercise in people with osteoarthritis required identification of both whether physical activity is effective for osteoarthritis and if so, whether promotion of the physical activity is effective. Within the PICO question, the specific primary outcome also required articulation. The final PICO question was therefore reformulated as: 'Does physical activity (I) and promotion thereof compared with no activity (C) reduce the pain (O) experienced by people with osteoarthritis (P)?'
Evidence algorithm
For each PICO, we searched for evidence using a predetermined algorithm in a stepwise hierarchical approach to determine inclusion or exclusion of each health message.
Step 1 involved a search of World Health Organization (WHO) content webpages mapped to each of the five risks or 22 conditions to identify guidelines (2010 onwards) that used the Grading of Recommendations Assessment, Development and Evaluation (GRADE) approach to formulate recommendations. [5] WHO guidelines are aimed at low-and middle-income countries and are therefore likely to be relevant to the SA setting. The GRADE approach is a widely used method to appraise overall quality of evidence that includes evaluation of risk of bias, imprecision, indirectness and inconsistency in evidence syntheses. [19] It is a useful indicator of the rigour of guideline development. Where a recommendation relevant to the PICO was identified in a WHO guideline, it was marked for possible inclusion in the toolkit and no further search was undertaken; if no recommendation was identified, step 2 was activated.
Step 2 involved a search of the Cochrane Library for relevant Cochrane systematic reviews (2010 onwards) using search terms for the risks and conditions. Cochrane reviews are widely recognised as the gold standard of systematic reviews of effectiveness, [20] and conducting a GRADE assessment [19] of the quality of the evidence is mandatory. If evidence was available from a Cochrane review to inform the PICO, it was marked for possible inclusion; if no relevant review was identified, step 3 was undertaken.
Step 3 comprised a comprehensive search of the PubMed and Embase databases using a syntax strategy of terms related to the intervention and/or population in the PICO and filtered by study design (systematic review and randomised controlled trial). Where relevant non-Cochrane systematic reviews of effectiveness were identified, we selected the review based on the most recent date of publication combined with the presence of randomised controlled trials in the review study selection criteria and use of a quality appraisal approach to rate the evidence, such as GRADE or a comparable approach. If more than one review met the criteria or if reviews included different studies, we applied the AMSTAR tool to each review to appraise its quality, and selected the review of higher quality for inclusion. [21] Had no reviews been identified, we had planned to conduct a de novo systematic review, but in the event this was not necessary.
We contacted technical leads at the WHO directly when uncertainties existed as to the inclusion of GRADE in a WHO guidelines process. We also contacted authors of Cochrane reviews RESEARCH and Cochrane editors to access review results if the review was identified at the protocol stage.
Following on from the stepwise selection process, a separate evidence source document was compiled in tabular form, colourcoded by source type and including the recommendation or message as presented in the evidence source, the reference(s), the level of evidence, and alignment with national guidelines where relevant.
Selection of health promotion message
A maximum of five key health promotion ('to do') messages were selected for each risk and condition. Messages were prioritised according to quality of the evidence (high-quality effectiveness data were preferable), relevance to the local setting, and feasibility including affordability to the client. Where more than five messages existed per risk or condition, additional messages were included only when considered vital in addressing the burden of disease. Final selection was achieved through consensus within the development team.
Engagement with stakeholders
The development-feedback timeline included: (i) an internal national departmental key stakeholder engagement meeting and focus group held in May 2015 to finalise the scope and proposed toolkit format; (ii) a consultation with national departmental programme managers in August 2015, where a draft version of the toolkit, including a sample graphic of a condition and risk section, was presented and written feedback was invited; and (iii) a national forum comprising national and provincial departmental representatives in November 2015, where the final draft of the toolkit was showcased and commentaries were invited.
Ethical considerations
This article reports a development process commissioned by the NDoH, and ethics approval was not required.
Results
Evidence application
A total of 152 PICO questions were formulated. We identified evidence from 42 current WHO guidelines and 45 Cochrane systematic reviews to answer 147 PICO questions (several guidelines were relevant to more than one risk or condition). As no evidence was forthcoming from WHO guidelines or Cochrane reviews for five PICO questions, we conducted comprehensive searches of PubMed and Embase to identify evidence from non-Cochrane systematic reviews of effectiveness in support of each PICO question (Table 2) . [22] [23] [24] [25] [26] In addition to the PICO-based health messages, there were six messages that were classified as service delivery messages (for example, 'Know your HIV status') and four that were included as 'no harm' messages upon request by the national department to ensure alignment with national guidelines.
Several health promotion messages were linked to more than one risk or condition. For example, a message to increase physical activity was pertinent to the risk factor of lack of physical activity, overweight and obesity, and for multiple conditions including hypertension, cardiovascular disease and diabetes. Therefore, in the final format, the toolkit includes 34 discrete 'to do' health promotion messages for the risk factors and 98 discrete 'to do' messages for the included conditions.
Engagement with stakeholders
At the first focus group held within the NDoH, stakeholders requested that consideration be given to the socioeconomic and cultural context of users of the health services during the development of the toolkit. They also requested that the toolkit be illustrated, colourful and user friendly. These concerns were addressed prior to the presentation of the draft toolkit at the consultation with programme managers within the NDoH, many of whom provided written feedback on sections relevant to their programmes.
At the national forum where the final draft was showcased, over 90% of 95 participants felt that the toolkit was contextually appropriate (Fig. 1) and supported the shift in approach from a [22] 9/11 Does promotion to reduce sweetened drinks intake compared with no promotion reduce body weight in adult men and women? 172 195 5 Zheng et al. [23] 7/11 Does promotion of physical activity compared with no promotion reduce problematic alcohol and substance use? 165 69 6 Wang et al. [24] 8/11
Does promotion of weight loss compared with no promotion reduce the pain of osteoarthritis in adult men and women? 633 252 4 Maly and Robbins [25] 9/11 Scott-Sheldon et al. [26] 8/11 PICO = population, intervention, comparison and outcome.
RESEARCH disease model to a risk-based approach to achieving a healthy lifestyle. Participants raised two challenges to the implementation of the toolkit: (i) language was limited to English, which is not the first language of most presenting clients; and (ii) overburdening staff with the introduction of a new guideline into a resource-strapped system. Despite these concerns, there was widespread support from directors and programme managers from all nine provinces for embedding health promotion and health risk mitigation within the overall responsibility of healthcare providers.
Discussion
Main findings
The Health for All health promotion toolkit is the first national comprehensive suite of health promotion guidelines aimed at addressing both health risk behaviours and health conditions of clients presenting to primary care facilities. As such it allows healthcare providers to identify and mitigate risk, even in healthy patients, and serves as a guide to clients to live well with existing conditions and prevent further complications. Development of the toolkit employed a guidelines contextualisation approach to ensure that all health promotion messages were based on evidence retrieved through rigorous methods. The approach was tailored so that messages selected for inclusion were based on feasibility and relevance to the local context in SA.
Strengths and limitations
Use of a predefined hierarchical process to select evidence minimised selection bias within the development team. Importantly, by reformulation of the messages as PICO questions, the development team adopted a state of 'equipoise' with respect to evidence retrieval, rather than seeking to source evidence in support of any particular health message. At times this was a challenge, given that certain messages already present in some national guidelines appeared not to have a strong evidence base. Departmental pressure dictated that these were included in the toolkit to ensure harmonisation across guidelines. An agreement was brokered between the relevant programme managers and the development team to include those messages only if they were considered to do 'no harm' or were globally accepted as best practice and to mark them as such in the supportive materials. This illustrates the dynamic environment of guideline development and the need to acknowledge and manage the many competing interests and tensions present during the collaborative development process. Through using recommendations made by the WHO and evidence from published Cochrane reviews, we reduced the need to conduct new systematic reviews, which can be costly and time intensive. The overall product has a far greater coverage of content than if we had developed messages for selected risks and conditions de novo, with the entire development process spanning less than a year. The success of the contextualisation approach is dependent on matching the evidence to local needs and presenting it within an appropriate context. It was therefore essential for the selected development team to have not only research skills but also sufficient prior experience of working in the clinic setting. The team worked closely with programme managers at the NDoH to ensure that the challenges of the primary health clinic environment were considered when formulating the messages and that the broader community was sensitively represented in the illustrations throughout. Formal focus group testing of the toolkit with clinic staff and patients in the community would further strengthen the development process, but was not undertaken owing to cost and organisational constraints.
Generation of the initial list of health promotion messages used an iterative approach, but some important messages may have been missed and therefore not included as PICO questions. This limitation was addressed by including engagement with multiple stakeholders, including peer networks, throughout the process. No formal guideline development panel was convened and tasked with scrutiny of the final decisions of the development team, and no formal feedback was requested from clinical associations, so there may be some omissions.
Comparison with other health promotion guidelines
In general, health promotion messages are included as a minor component of condition-specific clinical guidelines and play a supporting role to pharmacological recommendations. As far as we are aware, the toolkit is unique in its comprehensive coverage of risks and conditions common to primary care. In 2012 Denmark introduced national health promotion guidelines, which are risk based and aimed at implementation of activities within local communities rather than offering health promotion in the healthcare facility. [27] In their 2015 article analysing the implementation challenges of the Danish guidelines, Rod and Hoybye [27] claim that to their knowledge no other country has similar guidelines. We identified only one similar process to the Health for All toolkit, led by the Royal Australian College of General Practitioners in Australia. [28] The Handbook of Non Drug Interventions (HANDI) project aims to promote effective non-drug treatments, making them visible and easy to use through an online formulary of non-drug interventions in healthcare, which have solid evidence of their effectiveness. The process to determine inclusion is made by an internal committee following topic selection, evidence assessment, judgement 
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of relevance, general discussion and voting. For inclusion in HANDI, interventions must be supported by at least two positive good-quality randomised controlled trials with patient-relevant outcomes, or one trial with strong supportive evidence for the causal connection under investigation.
Applicability of the toolkit
The global burden of disease studies indicate a generalised trend towards non-communicable diseases replacing infectious diseases as drivers of morbidity across resource-constrained regions. [29] As countries begin to recognise the contribution of environment, including social inequality and injustice, to disease clustering and health vulnerabilities, [30] we predict that those risk factors that can be addressed by individual clients will become an increasingly important part of clinical practice and public health policy. We believe that the recommendations included in the toolkit are likely to have wide applicability in many low-and middle-income countries. Given the generic nature of most of the recommendations and the consideration given to accessibility and affordability of each health promotion message during toolkit development, it may be possible for countries to adopt the guidelines with minimal additional development. However, the presentation and format of the toolkit would need to be tailored to local context with appropriate illustrations and thematics.
Next steps
Implementation of the Health for All toolkit was initiated in June 2018 with training of provincial master trainers to lead training, uptake, and use in the provinces by primary healthcare providers. Training tools have been developed for this purpose and designated staff have received preliminary training. As the toolkit is scaled up across all provinces, there is opportunity for monitoring and evaluation of its uptake and usability by both staff and clients. Similar to other guidelines, the toolkit is a dynamic document and future revisions will be informed by feedback from users and local clinical associations. While the long-term effectiveness of the toolkit will be challenging to measure reliably, the toolkit provides a firm foundation for expansion of health promotion strategies beyond primary care.
Conclusions
Use of a tailored contextualised approach to health promotion guidelines development is likely to have reduced costs and time and resulted in a tool based on evidence gathered from rigorous sources. Choice of design and illustrations is key to ensuring that the guidelines are presented in a culturally appropriate format accessible to healthcare providers working in primary care. Future guidelines development teams are advised to select principles and a robust framework a priori to guide the development process and to ensure regular communication between all stakeholders. We believe the Health for All toolkit has the potential to begin to change the conversations within the primary care clinic.
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